R. HOLLAND* The New South Wales Special Committee Investigating Deaths under Anaesthesia resumed its activities in July 1983 after a threeyear hiatus due to problems of confidentiality.
It has since become apparent that there are some striking differences in events reported during the Committee's first twenty years and those occurring since resumption in 1983.
The Committee classi fies deaths in relation to anaesthesia into eight categories, I the first three of which attribute death wholly or partly to matters under the control of the anaesthetist. What follows relates entirely to cases in these categories I, II and IlU 1. Incidence of regional anaesthesia in categories I, Il and III Table 1 shows the differences in the representation of regional anaesthesia in 1960-80 (5.6070 of all cases) and in 1983-5 (22070). During 1960 During -1980 there were 29 cases of hip surgery in categories I, Il and III (5%). From 1983 there have been 15 cases, i.e. 30% of all anaesthesia attributable deaths reported during this time.
Hip surgery in categories I, II and III
Thus during the first 20 years, these cases were reported at the rate of three every two years, while since mid-1983 they have featured *F.F.A.R.A.C.S .. Chairman. at the rate of five per year. In absolute terms, this is a threefold increase, and sixfold as a proportion of all cases in categories I, Il and III ( Table 2 ).
Regional and femoral anaesthesia in hip surgery
During the 20 years 1960-1980, of the 29 cases of hip surgery in categories I, II and Ill, two were performed under epidural anaesthesia 1960-1980 1983-1985 alone, and one with a combination of nerve block and general anaesthesia. The remainder were managed with general anaesthesia alone. Regional methods were therefore employed in 10070 of these deaths. By contrast, in 1983-5, of 15 patients, seven were treated with general anaesthesia alone, one with regional plus general, and seven with regional alone (i.e. 53070) - Table 3 .
The significance of these statistics is difficult to evaluate. Patients scheduled for hip surgery are often aged, frail and beset-by complicating medical conditions. Whether their plight is due to recent fracture or long-standing arthritis it is difficult to deny them the benefits of operation by refusing anaesthesia. Few, if any, reach hospital in optimal condition, and although adjustments or additions to therapy are frequently necessary, the period available is seldom adequate.
Although the number of cases is not large, there is a consistency in recent years (2 in 1983, 3 each in 1984 and 1985) for cases reported in Hip surgery -categories I, If and IlI-type of anaesthesia used 1960-1980 1983-1985 General anaesthesia alone 26 whom regional anaesthesia has been used. The Committee therefore makes the following observations: Regional anaesthesia has become much more popular in recent years, for the most part with improvements in patient management especially in obstetrics. However, the notion that a 'poor risk' patient is more safely managed with regional than with general anaesthesia is simplistic, and ignores some of the important considerations to be evaluated, such as the extent of blockade which may be necessary and consequent effects on cardiovascular stability.
When, as sometimes occurs despite prior fluid loading, hypotension follows sympathetic blockade, there are both limits to and dangers in managing this situation purely by further infusion of electrolytes. In particular, where the myocardium is compromised, a policy of vigorous extracellular fluid expansion may not only fail to improve this circulation but may actually be counter-productive. Reluctance to use vasopressors, no matter how mild (e.g. ephedrine) appears to have become widespread, and if these agents are used it is frequently only after repeated and/or fruitless attempts to sustain blood pressure by volume expansion.
Atropine is also falling into disuse as a premedicant, and at times vagal overactivity is evident in patients with subarachnoid block. In extreme cases, bradycardia may even progress to asystole, and episodes of this nature have occurred two hours or more after the initiation of blockade with long-acting agents.
The Committee is not advocating any particular method of management in these patients, but suggests that anaesth~tists draw their own conclusions from the foregoing. R. HOLLAND, F.F.A.R.A.C.S., Chairman, Special Committee Investigating Deaths Under Anaesthesia
